Minimal invasive surgical techniques have gained high acceptance in thoracic surgery during the last 10 years. Video-assisted thoracoscopy (VATS) is less invasive than open thoracotomy and its development is associated with expansion of indication for lung biopsies. Lung biopsy remains an important investigation in the diagnosis of few of the lung disorders despite improved diagnostic yield of high resolution computed tomography scanning. Thoracoscopic lung biopsy is becoming the procedure of first choice for the diagnosis of many localized and diffuse lung diseases. We report a small series of eight patients who underwent VATS lung biopsy to demonstrate the safety and efficacy of this procedure.
INTRODUCTION
insufflation was 2 pneumonia. Video-assisted thoracoscopic techniques allow operative access to the pleural cavity without thoracotomy.
[3] Video-assisted thoracoscopic lung biopsy reduces post-operative pain and functional disability, allowing earlier discharge. We present our experience of eight cases of video-assisted thoracoscopic lung biopsy.
METHODS AND RESULTS
In a period of 2 years between June 2003 and June 2005, eight children underwent VATS lung biopsy. All the children were admitted with history of chronic cough and breathlessness. The patients were completely evaluated by paediatrician and chest physician and were referred for lung biopsy in view of their failure to respond the principle of triangularization. In four cases we used endoloops of vicryl and in two we used endostapler to obtain the biopsy. Endoloop was prepared with Vicryl (R) 2-0 suture. Endoloop was mounted on 5 mm knot pusher. Endoloop with knot pusher was inserted. Using a 5 mm atraumatic grasper, biopsy site of the lung was grasped through the endoloop. The site of the biopsy was decided by the findings of computed tomography scan. Endoloop was tightened and the lung biopsy taken after cutting with 5 mm endoscissors [ Figure 1 ]. In four cases where endostapler was used, one of the secondary trocars was of 12 mm. A 10 mm endoscopic stapling device (TR 35W Ethicon (R) ) was placed across the part of lung to be biopsied and fired, transecting the lung with placement of double staple line [ Figure 2 ]. The specimen . c o m ) . 
DISCUSSION
Initially, the applications of thoracoscopy were confined primarily to diseases of the pleura due to the limitations of available equipment.
[4] Fiona et al concluded that the sufficient tissue could be provided for both microbiologic and histologic study such that the diagnostic accuracy of the two techniques was essentially equal.
[5] In VATS lung biopsy, there is a reduction in operative time, analgesic requirement, duration of hospitalization and post-operative morbidity associated with muscle-cutting thoracotomy. In addition, VATS offers the surgeon the [6] The typical "non-invasive" methods of obtaining the diagnosis, which include percutaneous Oak SN, et al.: Video-assisted thoracoscopic lung biopsy in children aspiration needle biopsy, percutaneous cutting needle biopsy and transbronchial biopsy, have tissue yields of only 29-59% in these patients. Thus, surgical lung biopsy is often required. [7] Blewtt et al have reported their experience with open lung biopsy performed through a limited left anterolateral thoracotomy. They did not use chest tube drains and did not encounter any complications. Given the constraints of the limited incision, biopsies were obtained only from the lingual. [8] Despite the presumably less invasive nature of VATS lung biopsy, Miller et al demonstrated no clinical or statistical difference in patients had less post-operative pain.
CONCLUSION
In our experience with five children, post-operative recovery was quick; there were no complications and hospitalization was short with VATS. With the refinement in the endoscopic surgery and the introduction of endoscopic stapling instruments, VATS lung biopsy is a better alternative to thoracotomy.
